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In this issue of JGIM, Maurer et al. assess the impact of missed opportunities within office practices for influenza vaccination on racial and ethnic disparities in these vaccinations. 2 The authors conclude that improved office-based practices could improve vaccine uptake and reduce disparities. Are they right?
The authors examine self-report data from a national Internet survey conducted in 2010 to assess this question. They find that eliminating missed opportunities would reduce racial and ethnic disparities in influenza vaccination rates. Specifically, vaccination of all patients who have had at least one health care visit and who express a willingness to be vaccinated, if the provider has recommended it, would reduce disparities by half. After decades of modest progress, a 50 % reduction in disparities in influenza vaccination would have a significant population-wide impact on influenza complications and deaths for minority patients.
The authors appropriately acknowledge caveats that should accompany their findings. Internet surveys omit those with lower web access, including those with lower education and limited health literacy. Whether persons missed by the authors' survey method would respond similarly is not clear. Nonetheless, the authors' overall estimates of vaccination by race and ethnicity approximate those from non-Internet national surveys from the same years. Another caveat is that patient reports of how they would respond to a hypothetical scenario may not necessarily reflect how they actually behave. Finally, the study did not account for the number of office visits, only whether the person reported at least one visit. However, the number of primary care visits has only modest effects on disparities in influenza vaccinations. 3 In short, the authors' estimate might be in the ball park. Assuming the estimate is reasonable, can primary care deliver? To address this question, it is worth noting key barriers and facilitators to influenza vaccination among minority patients. As the authors note, primary care represents a key source for obtaining these immunizations for members of many minority groups. Disparities in influenza vaccination reflect sequential and nested barriers at the community, provider, and patient levels. Community barriers include access to affordable insurance, availability of primary care physicians, and language access. These factors influence if, when, why, and how effectively patients are seen in primary care. Once patients are seen, vaccination rates reflect the complex interaction between the patient and primary care health care team. This interaction is shaped not only by patient attitudes, values and desires, health literacy, and culture, but also by the attitudes, priorities, and systems within primary care offices that ensure an opportunity for patient-shared decision-making surrounding influenza vaccination.
On balance, evidence suggests that patients' cultural attitudes toward influenza vaccination play some role in disparities in influenza vaccination. Racial and ethnic minorities report less favorable attitudes toward influenza vaccinations and view influenza vaccinations as relatively less important than other health care interventions. 4 , 5 These differences in attitudes probably account for the finding that minority patients are less likely seek out or request influenza vaccinations 6 or schedule visits for the sole purpose of obtaining them. 4 Such differences in proactive patient behavior represent an important mechanism for generating health care disparities. Patients' requests affect clinicians' behavior. Clinicians respond to patient requests for tests, referrals, prescriptions, and preventive services. 7 Few clinicians will fail to administer an influenza vaccination when the patient requests it, particularly when getting a vaccination is the sole purpose of the patient's visit. However, when confronted with multiple competing evidence-based interventions during busy patient visits, primary care physicians tend to neglect influenza vaccinations. 8 This omission likely reflects patient and clinician priorities that compete for time for discussion and decisionmaking.
Skeptical patient attitudes do not mean that patients will invariably refuse a vaccination. Some patients will adamantly refuse, but many may reconsider following an informed discussion and shared decision-making with a knowledgeable member of the care team. This is key point. Failing to explore a patient's concerns and beliefs regarding influenza vaccinations represents a missed opportunity. As the findings of Maurer et al. suggest, a clear recommendation from the clinician, and potentially from a trusted delegate, is associated with increased rates of acceptance of influenza vaccination. Moreover, in one study, a standardized recommendation for influenza vaccination eliminated disparities in vaccination rates. 9 Thus, while cultural differences in attitudes and beliefs about influenza vaccination probably contribute to vaccination disparities, patient attitudes and beliefs are often mutable. Primary care clinicians and their teams represent a trusted source for information and recommendations for their patients-but primary care clinicians cannot do it alone. Primary care has become too busy and complex for a go-it-alone approach.
The findings of Maurer et al. do not suggest a silver bullet for the conundrum of disparities in influenza vacation. They do however suggest an opportunity for primary care clinicians to make a difference. This requires a team approach. The science of teamwork provides guidance.
First, improving disparities in influenza vaccination requires leadership and commitment from primary care clinicians. This means establishing improved vaccination rates for minority patients as a shared goal among all staff. This also entails adopting organized systems for improving rates of vaccination involving all members of the practice. 10 Such an approach is particularly helpful for patients who do not come to their office visits requesting influenza vaccinations. Designating one staff member to champion planning for an influenza campaign and producing written reports of practice performance predicted an 8 % higher rate of vaccination among atrisk primary care patients. 11 Holding regular staff meetings that include progress reports provides a forum to discuss changes in strategies. Ensuring that the race and ethnicity of practice staff members are similar to those of patients in the practice can help address cultural barriers.
Second, it means using alerts, now commonly embedded with the electronic health record, to remind clinicians and staff which patients have not yet been vaccinated. When used, electronic alerts improve influenza vaccination rates. 12 However, alerts as a stand-alone intervention have limited benefit. Optimally, alerts should be coupled to standing orders. When standing orders are linked to additional strategies such as alerts, they improve influenza vaccination rates by 16 %. Standing orders delegate the discussion of risks and benefits to staff, freeing up limited clinician time. Coupling alerts and standing orders minimizes "alert fatigue"-overwhelming clinicians with too many electronic alerts. Standing orders are widely underused in primary care. Only 42 % of primary care physicians report consistent use of standing orders for influenza vaccinations. 13 The reasons for low rates are not clear, but may reflect clinicians' reluctance to adopt a team approach to vaccination and delegate key tasks to their staff. When standing orders are not feasible because of staff qualifications and/or state laws, an alternative is to pre-order vaccinations or at minimum flag patients for influenza vaccinations during 5-10-min pre-session huddles with the care team. Identifying eligible patients during pre-session huddles involves the entire team in the process. Establishing a 5-min post-session debriefing provides an opportunity for the clinician and staff to reflect together on missed opportunities for evidence-based interventions, including vaccinations, and devise strategies for improvement. A key unproven assumption behind huddles and debriefings is that the additional time devoted to them is offset by improved efficiency through task delegation and teamwork. If conducted efficiently, they provide the hope for improving preventive care without crowding out key patient and clinician visit priorities.
Third, outreach to patients can improve rates and reduce disparities. Outreach is also underutilized. Only about one in four physicians in a survey conducted by Maurer et al. reported sending out reminders to patients regarding influenza vaccination. For younger patients who have consented, text messaging can prove cost-effective. 14 When outreach is coupled to other interventions, the effect can be dramatic. A randomized trial of patient tracking, recall, outreach, and use of clinician prompts tripled rates of influenza vaccination among elderly, largely African American patients within inner-city primary practices. 15 Major improvement of influenza vaccination rates among minority patients is possible. With an impending shift toward value-based payments, such as pay for performance and monthly per-patient payments, use of effective interventions, including team-based strategies for improving vaccinations rates, becomes more economically feasible.
Last, the emergence of accountable care organizations creates opportunities for better integration of primary care and public health. Community-based approaches including local campaigns relevant to minority communities that encourage proactive behavior by patients, i.e., to request influenza shots from their clinician, in addition to the provision of influenza vaccinations within schools, work places, and churches, can also help reduce disparities. In some instances, these services might be provided through contracts with primary care practices and their staff.
In conclusion, there is no question that primary care clinicians can improve influenza vaccination rates among minority patients. Doing so requires leadership from primary care clinicians, a practice-wide commitment to improving rates, organized team-based approaches, and use of data and team discussion to guide improvement efforts.
